MISSOURI DIVISION OF KEALTH — STANDARD CERTIFICATE OF DEATH . =63-011705

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

STATE'FILE NUMBER
Registration District No. ———______ .l.y_z_yrimarv Registration District No. Lf_g.-zzz..hgisfur’a No. Mo/
%C;"gg‘fs\';wf AMENDID = AL a o ha _

; _‘[%_CE OF DEATH d 2. USUAL RESIDENCE (Where doceased lived. |f institution: Residence beofore
SO “Jackson: - e STATE M{gsouri b COUNTY Jackson admission)
b. C(I)I;Y (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY tnside Limits

OR . .
TO%Kansas City 58yrs 1OWN  Kansas City S vem nen

€, FULL NAME OF {If NOT in hoapital, give location) Inside Limirs d, STREET {If outside, give location} Reside on Farm
HOSPITAL DR ADDRESS { .
INSTIUTION. 0 een 06 Wor 1d Yer X No[ 1816 Cleveland \ Ye'] Ne X

V$ 300
Rev. 4/ 59

1

DATE AMENDED

22334,

{Type or print) . . OF
Allie Mae Johnson DEATH . 3= 63
5 SEX 4. COLOR OR RACE 7. Married []  Mever Married [J |8. DATE OF BIRTH | 7+ AGE [Jest birthdasy) | If UNDER 1 YEAR IF UNDER 24 HR
- FemalLE Negro Widowed [ Divorced (& ,3 0-/90 Months | Days \‘Hpulrs Min.
+ 10, USUAL OCCL!_PATION Give kind of work done { 10b. KIND OFBUSINESS OR INDUSTRY] BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHATECOUNTRY
PP GREF EEES e ven Freted) ity Laundry Kansas City, Mo. usA’
13a. FATHER'S NAME _ 13b. MOTHER'S MAIDEN NAME 7 T4. NAME OF HUSBAND OR WIFE ( p——
unknown Mary I. Richardson —— ~
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, or :mknown]l (If yes, give warﬁbdafu of sarvi /Bfrot hy Carter 1 8] 6 C] eveland

18, CAUSE OF DEATH {Enter cnly one cause per'line INTERVAL BETWEEN
PART . ?EATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (s Right Cerebral Hemorrhage with Left Hemiplegfa

{
3. NAME OF DECEASED First Middle tast 4. DATE Month Diyy Yaar
2‘9\

il

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

30

-
o

DOCUMENT

Conditions, if any,]  DUE TQ () Hypertension
which gave rize to .

above cause  (a),.
_stating, the under-
“lying cause last. © DUE TO (g}

PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART 11). If deceased was female was
- . dlseuu condition given in PART | (a) there a pregnancy in last 90 days,

i II:I Yes I & No I [J Unkncwn

9. WAS AUTOPSY - 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.}
PERFORMED? O O D e !
YES (1 NOXI

T70c. TIME OF _ Hiouf, - Month, Day, Year |
: INJURY am. :
p.m.

"T20d. INJURY OCCURRED e, PLACE OF INJURY [e.g., in or about home, [ 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [] 7 tarm, factory, mreet, office bldg., etc.}
NOT WHILE AT WORK [

‘ p . / her ..
21. 1 atrended the deceased from__March 28 1963 March 29, 1963, tas sow iy aiive o
Death cccyrred at :35 Pe rm\ on the date stated above, and to the best of my knovir'ledge, from the causes stated.

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

22b. ADDRESS - 22c. DATE SIGNED
Qf ‘2604 Prospect Avenue 3/30/63 -
. CREMATIO! OF CEMETE'RY OR CREMATORY .23d LOCATION (City, town, ofr county) (State)
PSP i A la g Ce.,...|. Kansas City

3 rure R.McDonaldmepical cermipication

24. FUNERAL DIRECTOR 25. DATE RECD. BY LOCAL REG. | 26. REGI§ 'S SIGNATURE

Matkins Bros. Funerg] ome 18th Benton 3-—.?0 &3 MA L"F

{Licensed Embalmer’s Statement on Reverse Side)

BY AFFIDAVIT OF

ITEM NO.




r

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by . Student Embalmer No.

working under my personal supervision. - ey
Student i . Signed ; : w&j&!‘”"

Signature of Student Embaimer

Llcensed Embalmer No. (46 O 0

. 7w
35 PO AddressJ f

P 5
Note: The above MUST BE SIGNED BY THE LICENSED. EMBAI.MER in"his OWN HANDWRITING (i‘-a:lurb to comply
with the above constitutes grounds for revocahon of ln:ense) o :
If embalmed by a STUDENT, ‘he also shall sign in his OWN handwriting.’ '
H this body is net embalmed, fact should be so stated above.




